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P.O. Box 220

Minneapolis, MN   55440-0220

Phone: 952-544-8332   Toll-Free: 800-333-5597   Claim Fax:  952-541-6377

www.flexcompensation.com
Verification of Medical Necessity

(Complete this form in its entirety and return to Flex Compensation)
Participant Name: 



  Employer: 





PHYSICIAN CERTIFICATION
1. Patient Name:










2. Diagnosis: ICD-9 Code

  Description:






3. Date first consulted for this condition:







4. Type of Treatment (please check as appropriate)



Massage therapy


Weight-loss program



Aqua-therapy


Vitamin / Supplement therapy



Other (please specify): 








5. Treatment Plan
Begin Date:



End Date:   


(Required; must be updated annually)
Frequency (i.e. 3X per week):








Meds/Supplements/Items Prescribed (please list):





Please print Physician’s Name, credentials (i.e. MD, DC), Clinic Name, Address, and Phone:

Physician’s Signature:






Date:



PARTICIPANT CERTIFICATION
I hereby certify that this treatment is being sought primarily to treat or alleviate the medical condition certified above by my physician and is not merely beneficial to my general health or primarily for personal comfort.  I understand that I may be required to provide updated verification on an annual basis if my treatment is ongoing.
I further certify that I have not utilized this service or purchased this item prior to the above-mentioned medical condition being diagnosed.
Participant’s Signature 






Date:









